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Abstract 

Background: Patient 'enablement' is a term closely aligned with 'empowerment' and its measurement in a general 
practice consultation has been operationalised in the widely used patient enablement instrument (PEI), a patient- 
rated measure of consultation outcome. However, there is limited knowledge regarding the factors that influence 
enablement, particularly the effect of socio-economic deprivation. The aim of the study is to assess the factors 
influencing patient enablement in GP consultations in areas of high and low deprivation. 

Methods: A questionnaire study was carried out on 3,044 patients attending 26 GPs (16 in areas of high socio- 
economic deprivation and 10 in low deprivation areas, in the west of Scotland). Patient expectation (confidence 
that the doctor would be able to help) was recorded prior to the consultation. PEI, GP empathy (measured by the 
CARE Measure), and a range of other measures and variables were recorded after the consultation. Data analysis 
employed multi-level modelling and multivariate analyses with the PEI as the dependant variable. 

Results: Although numerous variables showed a univariate association with patient enablement, only four factors 
were independently predictive after multilevel multivariate analysis; patients with multimorbidity of 3 or more long- 
term conditions (reflecting poor chronic general health), and those consulting about a long-standing problem had 
reduced enablement scores in both affluent and deprived areas. In deprived areas, emotional distress (GHQ- 
caseness) had an additional negative effect on enablement. Perceived GP empathy had a positive effect on 
enablement in both affluent and deprived areas. Maximal patient enablement was never found with low empathy. 

Conclusions: Although other factors influence patient enablement, the patients' perceptions of the doctors' 
empathy is of key importance in patient enablement in general practice consultations in both high and low 
deprivation settings. 
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Background 

The consultation is the core activity of general practice, 
where important decisions are made by doctors and 
patients that influence both the use of resources and the 
likely outcome of patients' problems. Howie and collea- 
gues proposed that the concept of 'enablement' repre- 
sents the extent to which a patient feels empowered 
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after a medical consultation, in terms of being able to 
cope with, understand, and manage their illness [1,2]. 
The Patient Enablement Instrument (PEI) was developed 
as a means of assessing the outcome of consultations in 
general practice by measuring the extent to which 
patients feel better able, as a result of visiting their GP, 
to cope with and understand their condition and keep 
themselves healthier [1,2]. The PEI has been widely used 
in the evaluation of doctors in the UK [3-6] and other 
countries [7-9]. Patient enablement is distinct from 
patient satisfaction. Patient satisfaction tends to reflect 
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the extent to which patients' perceptions of delivery of 
care have been met, while enablement is a complemen- 
tary but different concept reflecting the achievement of 
a degree of health literacy and self-care behaviour 
resulting from improved communication with their GP 
[3]. Recent preliminary evidence suggests it may also be 
predictive of longer term health outcomes [10-12]. 

Many factors may impinge on patient enablement and 
the outcome of consultations. These potentially include 
patient factors, consultation factors, and system factors. 
In terms of patient factors, early work on the PEI sug- 
gested an influence of age and ethnicity [2,7] and other 
studies have found effects of patients' stated anxiety 
levels [8]. Consultation factors associated with enable- 
ment in primary care suggest the importance of consul- 
tation length, and interpersonal continuity of care [2,3], 
and the doctors' interpersonal aspects include showing 
an interest in the patients' life, health promotion, and 
having a positive approach [8]. Associations have also 
been shown between physician empathy and patient 
enablement in a range of settings [2,6,11,15-18]. System 
factors (which may arguably include consultation length 
and continuity of care) also indicate that practice size 
may be important, with larger practices having lower 
enablement scores [3]. 

In areas of high deprivation such as the West of Scot- 
land we have recently reported lower patient enablement 
in patients with psychological distress in high deprivation 
areas compared with less deprived areas [16]. A study on 
factors influencing a shortened version of the PEI also 
found effects of socio-economic status on enablement, as 
well as associations with age, ethnicity, continuity, and 
positive perception of GP communication [15]. 

Thus a number of factors seem to relate to patient 
enablement; it is important to elucidate these factors in 
terms of independent variables in order to understand 
how enablement can be enhanced. However, one limita- 
tion in much of the literature to date is a lack of robust 
statistical analysis to support conclusions about factors 
influencing patient enablement. Many of the previous 
studies have used simple correlations rather than multi- 
regression analysis, and none have controlled for multi- 
level effects [19]. 

Methods 

This study comprised a patient-completed, anonymous 
6-page questionnaire collecting a range of details includ- 
ing aspects of the organisation of care, perceived needs, 
perceived process, and outcome of consultations with 
the participating GPs. 

Sampling frame 

A database containing the mean deprivation scores of all 
GP practices in the west of Scotland was made available 



by the Information and Statistics Division of NHS Scot- 
land. Deprivation data was extracted on practices in 4 
health board regions in the west of Scotland; Greater 
Glasgow, Argyll and Clyde, Lanarkshire, and Ayr and 
Arran. Ethical approval for the study was obtained from 
each of the 4 health boards. The low deprivation' group 
of practices invited to participate in the study were 
selected from practices in the lower quartile of depriva- 
tion scores for the 4 regions combined. In the high 
deprivation groupings, practices were selected from 
those in the lower quartile of the combined deprivation 
scores of practices in the three health board regions 
out-with Greater Glasgow, and those in the lower quar- 
tile of deprivation scores within Greater Glasgow. This 
was necessary because of the concentration of severe 
deprivation within Greater Glasgow. 

Because patient enablement scores have been shown 
to be influenced by practice size [3], the sampling frame 
was limited to medium-sized Practices (3-4 Partners). 
Only non-training Practices (i.e., those that are not 
accredited for training GP Registrars) were included. All 
medium-sized practices (3 to 4 GP principals) in the 
upper or lower quartile of deprivation (based on a mul- 
tiple index-of-deprivation score used nationally) in 4 
health board regions in the west of Scotland were 
mailed letters that explained the details of the study and 
asked the practice to nominate 1 GP to participate. 26 
GPs from 26 Practices agreed to participate in the study, 
from 70 eligible practices approached across the 4 
health board areas, giving an overall recruitment rate of 
37% (36% in the high deprivation groups and 38% in the 
low deprivation groups). We have reported some further 
details on the sampling frame in previous papers [16,20]. 

Patients 

Consecutive, unselected patients were asked by the 
reception staff if they would be willing to complete a 
questionnaire when they arrived for their consultations. 
This self-completed, anonymous questionnaire collected 
details of perceived needs, perceived process, and out- 
come of consultations with the participating GPs. Indivi- 
dual demographic, socio-economic, and health details 
were also collected [16,20]. 

The process of the consultation was assessed using the 
Consultation and Relational Empathy Measure (CARE 
Measure), a validated tool which seeks to capture the 
patient's perception of the doctor's empathetic under- 
standing and action in the consultation [20]. Continuity 
of care was assessed by asking if the patients were see- 
ing their usual doctor, and if so, how well they felt they 
knew the doctor, on a 5 point scale as used previously 
[21], Consultation length was recorded by the doctor. 
The outcome of the consultation was measured using 
the patient enablement instrument (PEI) [1,2]. 
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The questionnaire also recorded age, gender, marital 
status, children, employment status, and educational 
level, type of living accommodation, ethnicity, and post- 
code. The latter was used to calculate individual depri- 
vation scores. General health information included the 
General Health Questionnaire (GHQ-12) [21], general 
health over the previous twelve months, and any long- 
term illness, health problem, or disability. The number 
and type of chronic diseases was also recorded as 
described previously [22]. 

The reason for making the consultation ('new pro- 
blem', 'long-standing problem' or 'both new and old 
problems'), how many problems the patient wished to 
discuss, confidence that the doctor would be able to 
help (patient expectations), whether the patient hoped 
to receive a new prescription, and the GHQ-12 and 
socio-economic and demographic details were all 
recorded before the consultation [16]. A complex con- 
sultation was defined as one in which a patient wanted 
to discuss a psychological or social problem (with or 
without a physical problem) as previously explained 
[16]. GHQ-caseness (meaning significant psychological 
distress) was defined as having a cut-off of 4 or above as 
previously described [16,20]. The other items relating to 
the process and outcome of care, and general health 
were completed straight after the consultation. The 
completed questionnaires were then collected in a sealed 
box at the reception area. 

The patient response rate to the questionnaire overall 
was 70% (70% in high deprivation group, 71% in low 
deprivation group). Although data was not collected on 
the 30% of consulting patients who chose not to partici- 
pate in the study, we have reported the distribution of 
participating patients per practice, as a percentage of the 
distribution of deprivation (in quartiles) of all patients 
registered with that practice and shown that here was a 
reasonably equitable spread of deprivation scores of par- 
ticipating patients, suggesting that the patients who 
declined to participate were not substantially skewed 
towards the most deprived end of the spectrum [20]. 

Data analysis 

Important patient, consultation, and system variables 
collected in the patient survey were treated as potential 
confounding factors for enablement and were evaluated 
for their association with PEI by use of multi-level mod- 
eling [19] that took into account the hierarchical nature 
of the data (patients within GPs). Because of the skewed 
nature of the PEI, we carried out the analysis by way of 
binary logistic regression, with PEI scores categorized as 
below average versus average or above. Univariate analy- 
sis was done first for all potential confounding factors. 
Those factors with P < 0.25 in univariate analysis were 
then analyzed by multivariate analysis with use of a 



forward stepwise selection strategy. In general, the pro- 
cess added the most significant confounding factor to 
the model at each step and continued until all con- 
founding factors that made a significant (P < 0.05) con- 
tribution were in the model. 

The models are fitted by the method of Markov Chain 
Monte Carlo (MCMC) algorithm of MLn for Windows 
software package (Version 2.02, Institute of Education, 
University of London, U.K.). The Deviance Information 
Criterion (DIC) diagnostic statistic, which is a generali- 
zation of the Akaike Information Criterion (AIC), is 
used to assess the statistical significance of the estimates 
at 5% level of significance. 

Results 

The analysis involved data collected from 3,044 patients 
(1,966 patients in the high deprivation group, and 1,078 
patients in the low deprivation group). The mean 
patient age was 43.4 years and 46.5 years, in the high 
and low deprivation groups respectively. Female patients 
made up 61% of the high deprivation group and 65% of 
the low deprivation group. Full details of the two groups 
in terms of patient characteristics (see table 1) and con- 
sultation quality markers (including enablement scores) 
have been published previously [16,20]. The overall 
mean enablement score was 3.0 (SD 3.36, n = 2471) 
with a median of 2.0. Mean PEI scores were similar in 
high and low deprivation areas; high deprivation 3.1, 
(SD 3.44, n = 1531), low deprivation group 3.0, (SD 
3.21, n = 940). The median for both areas was 2.0. The 
distribution of PEI scores in high and low deprivation 
settings are shown in Figure 1. As can be seen, the 
scores were not normally distributed. 

In view of this non-linear distribution of PEI scores, 
these scores was analysed as a binary outcome (PEI 
score below 3.0 or 3.0 and above) thus overcoming 
assumptions of linearity in the analysis. We carried out 
binary logistic regression with PEI score as the depen- 
dant variable and a score of less than 3 as the reference 
category. Univariate analysis showed 7 factors to be sig- 
nificantly associated with PEI scores; (Table 2). 

However, after multilevel multivariate analysis, only 4 
factors remained independently associated with PEI 
score; (see Table 3) 

To determine whether these independent predictors of 
enablement operated in patients from both high and 
low deprivation areas, interaction effects of deprivation 
group on each variable were examined. The effect of the 
4 independent predictors of enablement and the influ- 
ence of deprivation are detailed below. 

Reason for consulting 

Patients who were consulting about a new problem had 
higher PEI scores (i.e., a higher percentage scoring 3 
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Table 1 Characteristics of Patients living in high and low deprivation areas 



Characteristics 


Categories 


Most Deprived Areas n (%) 


Least Deprived Areas n (%) 


P value 


Age 


< 30 years 


4 1 I U3.b%) 


1 i r 1 1 i on/ \ 

1/6(1 /.8%) 


< 0.001 




30-60 years 


n"7~> (c n ~ic\/ \ 

9/Z (55./%) 


560 (56.5%) 






> 60 years 


~> r ~> nn on/ \ 

363 (20.8%) 


tt/' /nr -7n/ \ 

256 (25.7%) 




Sex 


Female 


1 1 76(65.3%) 


a 1 r ir 1 n/ \ 

615 (61%) 


0.024 


Emotional distress (GHQ caseness) 


4 or more 


652 (41.3%) 


273 (28.6%) 


< 0.001 


Number of long-term conditions 


0 


/ioc /i "7n/ \ 

485 (24.7%) 


T71 c "in/ \ 

271 (25.2%) 


0.008 




i 
i 


^+^7 1 l^Z J /0) 


jZU \Zy./ /0) 






2 


387 (19.7%) 


223 (20.7%) 






3 or more 


599 (30.5%) 


262 (24.3%) 




General Health 


Very good 


206 (11.3%) 


166 (16.1%) 


< 0.001 




Good 


471 (25.9%) 


375 (36.5%) 






Fair 


665 (36.6%) 


339 (33%) 






Bad 


383 (21.1%) 


122 (11.9%) 






Very Bad 


94 (5.2%) 


26 (2.5%) 





and above) than those consulting for a long-standing 
problem (or both new and long-standing). There was no 
significant interaction effect with deprivation (results 
not shown). 

Psychological distress 

Patients who had significant psychological distress 
(GHQ caseness) had lower PEI scores (i.e., a higher 



percentage scoring 3 and above) than those who did 
not have caseness. However, there was a highly signifi- 
cant interaction effect with deprivation, which indi- 
cated that the effect of psychological distress on PEI 
score was only apparent in the high deprivation group. 
Please see Figure 2 which shows the interaction 
between GHQ caseness and deprivation status. 



ffl 



[pC|3rpEPnp[t] 



I high deprivation g-Qup 

I I nwf dtp- ftohon 3 1 □ u p 



.00 I 00 ? 00 2 00 d 00 "5 00 t.00 ^ 00 0.00 0.00 " 0 00 H 00 1^00 

Figure 1 Distribution of PEI scores in high and low deprivation groups. X-axis: Enablement Score- PEI. Y-axis: Percentage. 
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Table 2 Factors associated with patient enablement: univariate analysis n = 3044 



Variable 


Categories 


UUUS KdllO 


P value 


C r^nfi H on r o th»:at r\r\rtr^r \A/ill ho oKlo fr\ holni 
L.UI 1 1 IUcI ILc LlldL UULLUI VVIM Uc dUlc LU llcip 


1 MUL LUI II IUcI IL 


] 






IVIUUcI d Lcly LUIIIIUcllL 


J. I I V I .^LO O.OZJ 


n nn33 

U.UUjj 




\/or\/ r r^v^iT\ H ont 
Vciy LUI 1 1 IUcI 1 L 


I .Or? vU.oy ^t.UZ) 


0 OQR 




L.UI 1 ipicLciy LUIIIIUcllL 


'H-.Z;? \Z.KJV O.y/) 


0 0001 
U.UUU I 


ncdbUI 1 IUI bcclllLJ UULLUI 


Mo\a/ r^\r/^\r^\ om 
INcVV piUUIclll 


1 
1 






1 nnn^tsnrlinn nrnhlpm 


1 1 8 CO 96-1 44) 


0.10 




Both new and old problems 


0.76 (0.62-92) 


0.006 


L.UI 1 ipicXI Ly Ul piuuicin 


INUII LUIIipicA ^pi lyblLdlJ 


i 
i 






L-UllipicA l^pbyLl lUbULIdlj 


U./O ^U.OJ U.yJ) 


0 00^4. 
U.UUO^- 


rdLlcllLb ptrlLcpLIUII Ul ur cllipdLliy l,Lnr\L IVIcdbUlcJ 


1 oc c th 3 n /1 0 
Lcbb LI Idl 1 ^+U 


1 
I 






Ul IIIUIc 


Z. 1 J \, 1 .0/ Z.tO ^ 


0 00001 
U.UUUU I 


LI 1 1ULIUI Idl UlbLlcbb iunv Ldbcl lebbj 


Lcbb LI Idl I t 


1 
1 






t- Ul II IUI c 


n ^o f0 4i -n 

U.JU \\J.^t 1 U.OZJ 


0 00001 
U.UUUU I 


General health over last 12 months 


Very good 


1 






Good 


0.9 1 (0.60- 1. 38) 


0.65 




Fair 


0.54 (0.37-0.77) 


0.0083 




Bad 


0.33 (0.23-0.48) 


0.00001 




Very Bad 


0.14 (0.08-0.27) 


0.00001 


Number of long term conditions 


0 


1 






1 


1.06 (0.8-1.39) 


0.688 




2 

3 or more 


0.86 (0.65-1.13) 
0.63 (0.49-0.81) 


0.269 
0.0002 



1. Expectation before the consultation 

2. Reason for seeing the doctor (new or long-standing problem) 

3. Complexity of problem (physical or psychosocial +/- physical) 

4. Perception of the GPs empathy (CARE score) 

5. Psychological distress (GHQ-caseness) 

6. General health over the last 12 months 

7. Multimorbidity (number of long-term conditions) 



Table 3 Factors associated with patient enablement: multi-variate analysis n = 3044 



Variable 


Categories 


Odds Ratio 


P value 


Reason for seeing doctor 


New problem 


1 






Long standing problem/Both new and long standing problem 


0.61 (0.08-0.76) 


0.00002 


Perceptions of GP empathy (CARE Measure) 


Less than 40 


1 






40 or more 


2.29 (0.29-2.73) 


0.00001 


Emotional distress (GHQ-caseness) 


Less than 4 


1 






4 or more 


0.56 (0.07-0.78) 


0.0004 


Multi-morbidity (number of long term conditions) 


0 


1 






1 


1.16 (0.14-1.58) 


0.350 




2 


0.89 (0.1-1.33) 


0.577 




3 or more 


0.67 (0.08-0.94) 


0.02 


1. Reason for consulting (new or long-standing problem/both) 



2. Psychological distress (GHQ-caseness) 

3. Multimorbidity 

4. Perception of the GPs empathy (CARE Measure score) 
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Number of long-term conditions/general health 

Patients who had 3 or more long-term conditions had 
lower PEI scores (i.e., a lower percentage scoring 3 and 
above) than those with less than 3 conditions. There 
was no significant interaction effect with deprivation 
(results not shown). 

When the number of long-term conditions (multimor- 
bidity) variable in the multi-variate model was replaced 
by self-reported general health over the last 12 months, 
a similar finding was observed - patients with worse 
general health had lower PEI scores. Again, there was 
no significant interaction effect with deprivation (results 
not shown). 

The number of long-term conditions and general 
health were not included in the model together because 
of a significant association between these two variables. 
The association between number of long-term condi- 
tions and general health was highly significant (Pearson's 
r = 0.423, p < 0.0001). 

Patients' perceptions of GP empathy (CARE score) 

Patients who perceived their GP to be empathic (above 
average CARE measure score in the current study) had 
higher PEI scores (i.e., a higher percentage scoring 3 
and above) than those who scored their GP as having 



average or below average empathy. There was no signifi- 
cant interaction effect with deprivation (results not 
shown). 

Further examination of the relationship between GP 
empathy and patient enablement showed that full 
enablement (maximal PEI score of 12; n = 82) never 
occurred when GP empathy was low (lower quartile of 
CARE Measure scores), whereas 63.4% (n = 52) of full 
enablement consultations occurred when GP empathy 
was high (upper quartile of CARE Measure scores) and 
36.6% (n = 30) when GP empathy was average (second 
and third quartiles of CARE measure scores). The find- 
ings were similar in both high and low deprivation areas 
(results not shown). Thus, although high empathy was 
not always associated with high enablement (presumably 
due to the other factors that negatively influence enable- 
ment such as emotional distress, multimorbidity, etc), 
low empathy was always associated with low enable- 
ment, suggesting that GP empathy is a basic pre-requi- 
site for patient enablement. 

Discussion 

The present analysis explored the factors associated with 
patient enablement in general practice consultations in 
deprived and affluent areas, using robust statistical 




WW 
i law iddprfc£ffingjBUj> 



Figure 2 Effect of emotional distress on patient enablement in high and low deprivation groups. X-axis: Emotional distress. Y-axis: 95% 
Confidence interval for mean PEI-enablement score. 
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methods to control for multi-level interactions (cluster 
effects). Four factors independently influenced enable- 
ment; three were common to both deprived and affluent 
areas - type of problem (new or long-standing), multi- 
morbidity (or poor general health) and perception of the 
GPs' empathy - and one factor was specific for patients 
living in deprived areas (a negative effect of psychologi- 
cal distress on enablement). 

Relationship to literature 

Patient expectation before the consultation was assessed 
by a single item question, 'how confident are you that 
the doctor will be able to help you today?' Although this 
is not a validated measure, it has been used previously 
in research on patient expectation, and we have found it 
to be related to patient enablement in patients attending 
complementary therapists [12]. However, as far as we 
are aware, this is the first study that has examined the 
effect of patients' expectations on enablement in general 
practice consultations. Although expectation did have an 
association with enablement in the univariate analysis, 
this association did not remain after multi-variate 
analysis. 

Reason for encounter (seeing the doctor for a new or 
long-standing problem) did emerge as a significant inde- 
pendent factor in enablement. This is an important new 
finding as patients in deprived areas consult more fre- 
quently with chronic conditions [16]. Although in the 
present study we did not find a difference in overall PEI 
scores between high and low deprivation areas, in agree- 
ment with the original work on enablement [2], a more 
recent large study (using a shortened version of the PEI) 
has reported lower enablement in patients of lower 
socio-economic status, and one explanation of this 
could be reason for consultation [15]. 

Enablement was also independently negatively influ- 
enced by psychological distress, but this effect was only 
seen in the high deprivation areas. We have previously 
reported a similar association between complexity of 
consultation (patients wishing to discuss psychological 
or social problems plus or minus physical problems) 
and enablement in deprived areas in our original analy- 
sis of this study [16], but this previous work was 
descriptive and not subject to multilevel multivariate 
analysis. The robust association with GHQ-caseness 
shown in the present analysis is important; given the 
higher prevalence and severity of mental health pro- 
blems in patients living in deprived areas, and the fact 
that much mental illness goes undetected in general 
practice consultations [23]. 

Enablement was also associated with patients' self- 
reported general health over the last 12 months; patients 
with poorer long-term health reported less enablement 
at consultation. This again has implication for 



enablement in deprived areas, as self-reported general 
health is much lower in deprived areas compared with 
affluent areas and appears to be an important predictor 
of mortality. The presence of a long-term condition had 
an additional negative influence of enablement, and 
again patients in deprived areas have more long-term 
conditions and multiple morbidity [16]. 

Given these negative pressures' (poorer general health, 
poorer mental health, more multimorbidity, more con- 
sultations for chronic problems) on enablement in 
patients living in deprived areas, the fact that enable- 
ment scores overall were not different in the high and 
low deprivation settings requires further exploration, but 
implies that the patients in such areas with better health 
and consulting with acute problems of a non-psycholo- 
gical nature are being enabled more than their counter- 
parts in the more affluent areas. One explanation of this 
may relate to receiving a desired prescription, as pre- 
vious work has shown that patients who expected and 
received a prescription at consultation reported higher 
enablement scores [2]. 

Patient perception of the GPs empathy (assessed with 
the CARE Measure) was positively related to enable- 
ment. GP empathy emerged as an essential pre-requisite 
for enablement in both high and low deprivation set- 
tings; although high empathy did not guarantee high 
enablement, enablement never occurred with low empa- 
thy. Consultation length and continuity of care (knowing 
the doctor well) were not related to enablement in the 
current study. Previous work did find a weak positive 
association between enablement and consultation length 
and continuity of care [2]. Two factors may explain this; 
firstly the current study was substantially smaller than 
the previous study (and may thus have lacked the power 
to show weak associations), and secondly the statistical 
analysis in the current study was more sophisticated 
than in the earlier work. 

We have found similar results using the same mea- 
sures in several studies in different settings 
[12,13,17,18]. The CARE Measure is being widely used 
in the NHS in the UK [20,24,25], and internationally 
and these findings add validity to the measure - which 
is a measure of the process of the consultation - in 
terms of its importance in patient-reported outcomes 
(in this case patient enablement). 

Strengths and weaknesses 

As reported previously, a major strength of the present 
study is that it achieved a good response rate and that 
that even the most socio-economically deprived 
patients within the poorest areas were represented in 
the study sample [16,20]. The study was also one of 
the most comprehensive so far conducted in terms of 
the range of possible factors at patient, consultation, 
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and system level that could have an influence of 
patient enablement. 

The study also had limitations. Although large in 
patient numbers, it was relatively small in terms of the 
number of GPs who participated (n = 26). Furthermore, 
we cannot be sure that the GPs who volunteered to part 
in the study are representative of GPs working in such 
localities. The study did not attempt to link GP empathy 
or patient enablement to health outcomes and further 
work is required on this, though we have published 
pilot work which suggests a link between empathy, 
enablement and outcomes [12]. 

Conclusions 

The patients' perceptions of the doctors' empathy is of 
key importance in patient enablement in general prac- 
tice consultations in both high and low deprivation set- 
tings. Enablement is lower in patients with 
multimorbidity (of 3 or more conditions) and for those 
consulting about a long-standing problem. In deprived 
areas, psychological distress has an additional negative 
influence. Ways of supporting and improving practi- 
tioner empathy may be crucial in enhancing patient 
enablement, especially in high deprivation areas, where 
the burden of multimorbidity, mental illness, and poor 
health is greatest. 
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